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A SURVEY TO ASSESS ADHD SYMPTOMS AND DETECT FEIGNING IN ADULT 
ADHD: INITIAL SCALE DEVELOPMENT 
 
Michelle Babcock 
Antioch University Seattle 
Seattle, WA 
 
Adult attention-deficit / hyperactivity disorder (ADHD) diagnoses have significantly increased 
over the last 20 years, and in some cases, adults seek an ADHD diagnosis to procure stimulant 
medication and academic accommodations. With the ease of access to the internet, adults can 
acquire the knowledge to misrepresent symptoms for secondary gain. The falsification of 
symptoms or feigning is problematic for the individual seeking the diagnosis, the psychological 
profession, and society at large. This study aimed to develop a multipurpose self-report scale 
comprised of the DSM-5 ADHD criteria, executive functioning, and embedded symptom validity 
indexes to assess ADHD and detect feigned responses. Along with researcher expertise and four 
subject matter experts, a content validity ratio was calculated to determine whether the scale 
items measured the content area. Analyses resulted in a preliminary survey tool consisting of 28 
ADHD items and 20 validity items that can aid adult ADHD diagnostic clarification while 
differentiating between genuine and feigned responses. Future studies are necessary to expand 
and further validate this new survey tool. This dissertation is available in open access at AURA 
(https://aura.antioch.edu) and OhioLINK ETD Center (https://etd.ohiolink.edu).  
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CHAPTER I: INTRODUCTION 
This study seeks to develop a tool that can help diagnose adult attention-
deficit/hyperactivity disorder (ADHD) and discriminate between those with ADHD and those 
who attempt to feign ADHD. According to the Diagnostic and Statistical Manual of Mental 
Disorders (5th ed.; DSM-5; American Psychiatric Association [APA], 2013), ADHD is a 
neurodevelopmental disorder that can persist into adulthood in 60%–70% of cases (McGough & 
Barkley, 2004). Some research has shown an increase in adult ADHD diagnoses (Oehrlein et al., 
2016; Robison et al., Sclar, & Skaer, 2005), while other research found that mental health office 
visits for adult ADHD diagnoses and medication between 1994 and 2009 increased by a factor of 
six (Olfson, Blanco, Wang, & Greenhill, 2013).  
Moreover, there is a growing trend in the number of adults, including post-secondary 
students, seeking an ADHD diagnosis for secondary gain (Tucha, Fuermaier, Koerts, Groen, & 
Thome, 2015). Adult individuals, whether in a college or community setting, might intentionally 
feign or exaggerate ADHD symptoms for academic accommodations (Aita, Sofko, Hill, Musso, 
& Boettcher, 2018; Sollman, Ranseen, & Berry, 2010) and stimulant medications (Castle, 
Aubert, Verbrugge, Khalid, & Epstein, 2007; McCabe, West, Teter, & Boyd, 2014; Robison, 
Sclar, & Skaer, 2005). Pharmacological intervention, including both stimulant and non-stimulant 
medication, is recognized as the primary treatment for ADHD (Wilens et al., 2008). This line of 
treatment improves various symptoms and aspects of ADHD (Tucha et al., 2015); however, 
individuals without ADHD seek the nonmedical use of stimulants to help enhance cognitive 
functioning, improve academic performance, lose weight, alleviate psychological distress, and 




Failing to diagnose or misdiagnosing individuals with ADHD is problematic for the 
cpsychological profession and society at large. For example, medical providers might provide 
unnecessary time and nonessential medication to those who do not actually need the resources 
(Doshi et al., 2012). Moreover, Medicaid and Medicare costs have doubled over the past two 
decades, and the projected national health care expenditures are expected to further increase in 
the coming years (Center for Medicare and Medicaid Services, 2017). In the absence of accurate 
diagnoses, treatment is delayed, resulting in downstream financial burdens (Khullar, Jha, & Jena, 
2015), and accurate ADHD diagnosis is essential as it frequently co-occurs with other mental 
health disorders (Faraone, Bierderman, Spencer, & Wilens, 2000).  
Furthermore, the expenses of diagnostic errors can stretch beyond the patients whose 
conditions are either missed or misdiagnosed. For example, individuals diagnosed with ADHD 
are twice as likely to die than people without ADHD. Dalsgaard and colleagues (2015) followed 
1.92 million people, of whom 32,061 had ADHD, over a 32-year period. Those with ADHD had 
higher mortality rates than those without ADHD, with higher death rates among girls and 
women. The excess in mortality rates was mainly caused by unnatural deaths associated with 
increased substance use and risky behaviors, poor health habits, and increased risk for accidents. 
Indeed, a recent meta-analysis suggested that adults with ADHD are at higher risk for adverse 
outcomes such as driving accidents (Vaa, 2014). Psychologists’ scientific and professional 
judgments affect individual lives and others, and the profession must safeguard individuals and 
society, do no harm (APA, 2010), and attempt to provide more accurate diagnoses.  
Considering the significant consequences of feigning ADHD, gaining a deeper 
understanding of how ADHD is successfully feigned and developing assessment methods to 




diagnose adult ADHD, identifying ADHD is challenging (Cumyn, Kolar, Keller, & Hechtman, 
2007) as the diagnosis is primarily based on an individual’s subjective self-report and a clinical 
interview (Bordoff, 2017; Bryant et al., 2018). A standalone measure was recently developed to 
identify individuals feigning ADHD symptomology (Courrege, Skeel, Feder, & Boress, 2019), 
and published guidelines exist to help determine those who may not have ADHD (Heilbronner et 
al., 2009). However, no multipurpose tool exists to help support the diagnosis while 
simultaneously detecting feigned responses in adult ADHD (Sagar, Miller, & Erdodi, 2017; 
Tucha et al., 2015). 
 Therefore, the current dissertation centers on the psychometric development of a survey 
tool that can aid in the diagnosis of adult ADHD and discriminate between genuine and feigned 
ADHD. The paper mainly consists of five chapters: introduction, literature review, methodology, 
results, and discussion. The first chapter provides a brief overview and justification for the 
project. The second chapter, the literature review, is divided into two main sections. The first 
part of the literature review provides an overview of ADHD, the criteria, and the complexities of 
diagnosing ADHD. The second section introduces and defines feigning and addresses how 
individuals might be motivated to falsify their symptoms. This section also discusses the 
limitations of the current assessments to detect feigned responses. The third chapter addresses the 
methodology used to develop the survey tool, while the fourth and fifth chapters concentrate on 





CHAPTER II: LITERATURE REVIEW 
Attention Deficit / Hyperactivity Disorder 
DSM-5 Diagnostic Criteria  
ADHD is recognized as a neurodevelopmental disorder with onset in childhood (APA, 
2013; Van Ewijk & Oosterlaan, 2015), though symptoms often persist into adulthood 
(Mannuzza, Klein, & Moulton III, 2003), with some research suggesting that ADHD is one of 
the most prevalent psychiatric disorders in adults (Cumyn, Kolar, Keller, & Hechtman, 2007).  
The prevalence rates for ADHD in adults is less established (Matte, Rohde, & Grevet, 
2012); however, current estimates range from approximately 2.5%–4.4% in the general United 
States population (Adler, Shaw, Sitt, Maya, & Morrill, 2009; APA, 2013; Kessler et al., 2006; 
Simon, Czobor, Balint, Meszaros, & Bitter, 2009). Applying this prevalence rate to the 2010 
U.S. Consensus for ages 18 years and older suggests that almost 6 million adults endure 
symptoms associated with ADHD (U.S. Census Bureau, 2011). Moreover, studies indicate that 
ADHD remains “under-recognized and under-treated” compared to other mental health disorders 
(Adler, Shaw, Sitt, Maya, & Morrill, 2009; Manos, 2010). 
ADHD consists of three primary symptoms, inattention, hyperactivity, and/or impulsivity 
(Criteria A), and must persist for at least six months. These symptoms must have been present 
before the age of 12 (Criteria B), occur in two or more settings (Criteria C), clearly interfere with 
daily functioning (Criteria D), and cannot be explained by another mental disorder (Criteria E) 
(APA, 2013).   





1. Inattention: Six (or more) of the following symptoms; however, older adolescents and 
adults (age 17 and older), at least five symptoms are required: 
a. Often fails to give close attention to details or makes careless mistakes in 
schoolwork, at work, or with other activities. 
b. Often has difficulty sustaining attention in tasks or play activities. 
c. Often does not seem to listen when spoken to directly. 
d. Often does not follow through on instructions and fails to finish schoolwork, 
chores, or duties in the workplace. 
e. Often has trouble organizing tasks and activities. 
f. Often avoids, dislikes, or is reluctant to do tasks that require mental effort 
over a long period of time. 
g. Often loses things necessary for tasks and activities. 
h. Is often easily distracted by extraneous stimuli. 
i. Is often forgetful in daily activities. 
2. Hyperactivity and Impulsivity: Six (or more) of the following symptoms; however, 
older adolescents and adults (age 17 and older), at least five symptoms are required: 
a. Often fidgets with or taps hands or feet, or squirms in seat. 
b. Often leaves seat in situations when remaining seated is expected. 
c. Often runs about or climbs in situations where it is not appropriate 
(adolescents or adults may be limited to feeling restless). 
d. Often unable to play or take part in leisure activities quietly. 
e. Is often "on the go" acting as if "driven by a motor.” 




g. Often blurts out an answer before a question has been completed. 
h. Often has trouble waiting his/her turn. 
i. Often interrupts or intrudes on others. 
An individual can be specified with one of the three subtypes of ADHD. To meet 
diagnostic criteria for predominantly inattention subtype, an individual must have met the 
inattention criterion but not the hyperactivity-impulsivity criterion. If an individual meets the 
criterion for the hyperactivity-impulsivity criterion and not the inattention criterion, then a 
predominant hyperactivity/impulsive presentation is provided. If both criteria are met, then a 
combined presentation is assigned. In addition to symptom presentations, a severity specifier of 
mild, moderate, or severe depicts the frequency and intensity of symptoms and impairment. 
Finally, partial remission can be assigned if an individual no longer meets the full criteria of 
ADHD but continues to experience impairment of functioning (APA, 2013). 
Executive Dysfunction  
The behavioral patterns of hyperactivity, impulsivity, inattention have been described in 
the research literature for over 200 years and first codified to ADHD in 1980 with the DSM-III 
(Lange, Reichl, Lange, Tucha, & Tucha, 2010).  These behavioral patterns continue to be 
recognized as core symptoms of ADHD. However, a research study that attempted to measure 
attentional processes in ADHD using a continuous performance task failed to find clear evidence 
of a sustained attention deficit in ADHD (Corkum & Siegel, 1993). Consequently, researchers 
started expanding the understanding of ADHD to higher–order cognitive processes involving the 
frontal lobes such as working memory, inhibitory control, and attention regulation. These 




At present, there is no consensus or agreed–upon definition of EF, and the construct itself 
remains loosely defined. However, the term is generally used to describe a broad range of high-
level cognitive processes and abilities that enable goal–directed behavior. Examples of such 
processes include inhibition, planning and modifying behaviors flexibly in response to changing 
demands, initiation, and discontinuation of actions, monitoring performance and progress, 
maintaining attention, and set switching (Barkley, Murphy, & Fischer, 2008).  
Currently, executive functioning is the most studied domain of psychological and 
adaptive functioning in the literature on adults with ADHD (Barkley, Murphy, & Fischer, 2008). 
Despite the extant research on EF in ADHD, it is not a core feature defined by the DSM-5, but 
research has found that both ADHD and executive dysfunction persist to adulthood (Faraone, 
Biederman, & Mick, 2006; Kessler et al., 2006; Mao, Babcock, & Brams, 2011). While some 
clinicians might consider inattention and impulsivity analogous to EF, some research suggests 
that ADHD might not be confined to only executive dysfunction (Boonstra, Oosterlaan, 
Sergeant, & Buitelaar, 2005). However, considerable research suggests that EF plays a central 
role in ADHD, and many adults with ADHD have more significant impairments from executive 
dysfunction (Barkley & Fischer, 2011; Barkley & Murphy, 2010, 2011). For example, 
Biederman and colleagues (2006) administered a battery of assessments to evaluate the impact of 
EF deficits on a group of adult subjects with ADHD (N = 213) and without ADHD (N = 145). 
Following statistical analysis, the researchers identified four groups: comparison subjects 
without deficits of EF, comparison subjects with executive dysfunction, subjects with ADHD 
without deficits in EF, and ADHD subjects with executive dysfunction. The latter group had 




At present, EF is often measured through performance-based neuropsychological tests 
and subjective rating scales. However, the literature is inconsistent regarding the validity of these 
EF tests. Some studies found robust relationships between test scores and EF, while others failed 
to find a relationship (Chaytor, Schmitter-Edgecombe, & Burr, 2006). In sum, no measures exist 
that can fully assess DSM-5 ADHD criteria alongside credibility of symptom report and EF.  
Functional Impact of an ADHD Diagnosis 
Biederman, Monuteaus et al., (2006) conducted a 10-year prospective study estimating 
the lifetime prevalence of psychopathology in a sample of young adults with and without 
ADHD. The researchers found that young adults with ADHD were at higher risk of lifetime 
prevalence of psychopathology and mood disorders. Other research has found that adults with 
ADHD are also at risk for criminality, relationship difficulties, lower socioeconomic status, and 
general health problems (Cumyn, Kolar, Keller, & Hechtman, 2007; Hamed, Kauer, & Stevens, 
2015). Küpper and colleagues (2001) demonstrated a substantial impact on occupational health 
in adults with ADHD, such as poor work performance and increased emotionality and 
absenteeism. Furthermore, a study found that the yearly ADHD expenses in the United States 
varied from $143 to $266 billion. Adults incurred most of the costs ($105B – $194B) compared 
with children and adolescents who incurred costs of $38B – $72B (Doshi et al., 2012).  
Despite the staggering costs associated with ADHD in adulthood, ADHD symptoms have 
been found to attenuate with age (Simon, Czobor, Balint, Meszaros, & Bitter, 2009). However, 
other research suggests that ADHD is underestimated in adults (Booksh, Pella, Singh, & 
Gouvier, 2010; Matte, Rohde, & Grevet, 2012). A longitudinal study assessed ADHD symptoms 




participant’s lifespan. Individuals with childhood ADHD had a reduction in ADHD symptoms 
but continued to experience difficulties in adulthood.  
There has been a growing concern about the increasing rates of adult ADHD diagnoses. 
For example, one study assessed national trends in diagnosing ADHD in outpatient visits from 
the calendar years 1999 through 2010 (Oehrlein, Burcu, Safer, & Magno Zito, 2016). The total 
office–based visits and visits to non-psychiatrist physicians for adults increased from .3% to .7% 
and .1% to .4%, respectively. A systemic review of existing literature on adult ADHD from 1960 
to 2018 found that ADHD is heterogeneous, and different factors such as diagnostic thresholds, 
misdiagnosing, and malingering might influence the prevalence of ADHD in adults (Mucci, 
Avella, & Marazziti, 2018). This heterogeneity creates a challenge for researchers to create a 
consistent categorization of symptom expression (Van Ewijk & Oosterlaan, 2015), including 
diagnosing ADHD in adulthood.  
Challenges Diagnosing Adult ADHD  
There are many challenges in accurately diagnosing adult ADHD. Current DSM-5 
symptom criteria for adult ADHD require an individual to exhibit five of nine possible symptoms 
of inattention, hyperactivity-impulsivity, or both. These symptoms must be present before the 
age of 12, with impairment in at least two settings (APA, 2013). Although ADHD is generally 
studied as a childhood disorder (McGough & Barkley, 2004), less research on adult ADHD 
exists (Barkley, Murphy, & Fischer, 2008; Hamed, Kauer, & Stevens, 2015), but understanding 
ADHD in adulthood is gaining momentum.  
 Various professional organizations, including the American Academy of Family 
Physicians (Post & Kurlansik, 2012) and the National Resource Center on ADHD (2017), 




standards comprise a multimodal approach, including an in-depth interview, collaboration with 
others, screening for differential diagnoses, and reviewing client records (Murray, 2001). 
Structured assessment measures including cognitive, neuropsychological, and achievement tests, 
along with rating scales, may be used in conjunction with the aforementioned diagnostic 
guidelines (Post & Kurlansik, 2012), but psychological testing is not a requirement for an 
evaluation (Findling, Arnold, Greenhill, Kratochvil, & McGough, 2007).  
ADHD assessment is a complex and time–consuming process (Cumyn, Kolar, Keller, & 
Hechtman, 2007), and not all clinicians have the time to follow recommended guidelines, nor do 
they have access to structured assessment measures. This assertion is particularly relevant for 
family physicians because adults with ADHD are commonly referred to primary care physicians. 
For example, the proportion of adults seeking assistance in ADHD diagnosis in primary care 
tripled from 1996–2003 (Manos, 2010), and the average time family physicians spend with 
patients is 18.7 minutes (Gottschalk & Flocke, 2005). The demand for ADHD assessment and 
the time allotted by physicians to diagnosis adult ADHD is inadequate. Adler and colleagues 
(2009) conducted a survey to assess the experiences and attitudes of 400 physicians regarding the 
diagnosis and treatment of ADHD in adults. Findings suggested that nearly half of the physicians 
were not confident in diagnosing ADHD, and almost three–quarters found it more difficult to 
diagnose ADHD in adulthood than in childhood.  
  Genetic factors have been implicated in ADHD; however, no specific genes have been 
conclusively linked to ADHD (APA, 2013; Gallo & Posner, 2016; Grimm, Kittel–Schneider, & 
Reif, 2018). Furthermore, the neurobiology of ADHD is not fully understood (Kebir, Tabbane, 
Sengupta, & Joober, 2009), although disruptions of dopaminergic and noradrenergic systems in 




objective medical, genetic, or neuropsychological assessments exist to confirm the presence of 
ADHD (Manos, 2010), and clinicians must rely on other methods such as clinical observations, 
psychological assessments, subjective reports of behavioral symptoms, and collateral 
information (Kessler et al., 2006).  
Considerable research supports the concept of ADHD in adulthood, but relatively little 
research validates the diagnostic criteria in adults (McGough & Barkley, 2004), and ADHD 
symptoms were developed from field trials using children (Lahey et al., 1994). Adult ADHD is 
further limited by a high morbidity rate with other psychiatric disorders such as mood disorders 
and personality disorders (Cumyn, Kolar, Keller, & Hechtman, 2007) and substance use (Kupper 
et al., 2001). Moreover, adults with undiagnosed ADHD might have developed compensatory 
strategies, such as relying on friends and family, selecting an occupation that does not require 
sustained attention, or avoiding sedentary work environments that mask functional impairments, 
further leading to the difficulties diagnosing ADHD (Manos, 2010). 
Further complicating diagnostic issues is that adult ADHD symptoms might present 
differently from childhood. For example, Biederman and colleagues (2000) assessed the ADHD 
symptoms of 128 Caucasian boys over four years. Most participants continued to struggle with 
several ADHD symptoms; however, as the boys aged, their symptom severity declined with 
hyperactivity and impulsivity declining at a higher rate than inattention (Biederman, Mick, & 
Faraone, 2000).  
Concerns for Misdiagnosing and Underdiagnosing ADHD 
An ADHD diagnosis is primarily based on an individual’s subjective report, which can 
support a diagnosis. However, symptoms collected from a person’s experience may lead to 




2013) continues to define ADHD as a developmental disorder beginning in childhood. Without 
having access to childhood or academic records, or psychological assessments, the clinician is 
left using subjective reports, which are subject to bias. Furthermore, because ADHD symptoms 
decrease with age, detecting ADHD in adults becomes increasingly complex (Bordoff, 2017), 
and the absence of a clear description of adults who present with ADHD can lead to 
underdiagnosis, resulting in further impairments (Mao, Babcock, & Brams, 2011).  
In addition, adults will seek services for the first time in adulthood because ADHD can be 
misdiagnosed or unrecognized in childhood. Moreover, ADHD can be misdiagnosed because of 
co–morbid conditions such as anxiety or depression. When ADHD is diagnosed, treatment 
typically includes stimulants. If misdiagnosed, misuse of stimulants can be harmful to the 
individual. The long-term effect of stimulant use is unknown; however, some research has shown 
that individuals that use stimulants without ADHD have been associated with increased risk of 
psychotic disorders, myocardial infarction, cardiomyopathy, and in some cases, sudden death 
(Lakhan & Kirchgessner, 2012).  
Furthermore, not all clinicians will have access to structured assessment measures, and 
clinicians and physicians heavily rely on self–rating scales to substantiate an ADHD diagnosis. 
However, self-rating scales are not without controversy. Even though rating scales assess 
symptomology, they do not provide an in-depth analysis of a condition. For instance, rating 
scales do not typically yield information about onset, duration of symptoms, temporal 
relationships, contextual factors, or differential diagnoses. Likewise, rating scales might be liable 
to an assortment of response biases such as social desirability (i.e., faking good), malingering 
(i.e., faking bad), halo effects (i.e., subjective bias), generosity bias (i.e., a propensity to rate 




specificity in detecting feigning (Aita, Sofko, Hill, Musso, & Boettcher, 2018). Moreover, 
individuals with ADHD might find it difficult to report their symptoms reliably and accurately 
because of EF problems associated with this disorder (Nelson & Lovett, 2019). Conversely, self-
report data is subject to intentional distortion, and those individuals who do not meet the criteria 
for ADHD but wish to benefit from the diagnosis, self-reporting the necessary number of 
symptoms to meet diagnostic criteria is easy, and students can learn how to simulate ADHD 
(Nelson & Lovett, 2019; Sollman, Ranseen, & Berry, 2010). 
Not surprisingly, research reveals the consequences of not diagnosing adult ADHD. First, 
Able and colleagues (2007) interviewed a large group of undiagnosed ADHD adults to determine 
whether these individuals exhibited more significant occupational and social impairment.  The 
undiagnosed group that tested positive on the self-report screener demonstrated higher rates of 
co–morbid diagnoses and lower socio–economic status. However, these individuals did not 
complete a comprehensive ADHD evaluation.  In another study, the rates of underdiagnosed 
adult ADHD found inpatient drug and alcohol treatment population were approximately fivefold 
higher than the general population (Huntley et al., 2012), suggesting that substance abuse 
treatment might be more prevalent for underdiagnosed ADHD. In a nationwide cohort study by 
Dalsgaard and colleagues (2015), the researchers followed 1.92 million individuals, including 
32,061 with ADHD from childhood to adulthood. The researchers found that those diagnosed 
with ADHD in adulthood had higher mortality because of unnatural causes (i.e., increased 
substance use, risky behaviors, poor health habits, increased accidents) than those diagnosed 
with ADHD in childhood. These findings suggest that a failure to diagnosis or treat ADHD in a 




Current guidelines recommend a multimodal approach to diagnose ADHD (Murray, 
2001); however, most diagnostic procedures rely heavily on self-report rating scales (Bordoff, 
2017; Nelson & Lovett, 2019; Sollman, Ranseen, & Berry, 2010). Further, self-report rating 
scales are not without controversy even though they are exceedingly straightforward because 
they have a “high sensitivity/high false–positive rate” (Bordoff, 2017). A significant issue in the 
field of assessment involves the accuracy of self-reported information as an indication of a 
psychological problem. Reasons for distorting self-report responses are innumerable, but 
individuals might attempt to falsify their responses to distort findings. 
The Children and Adults with Attention-Deficit/Hyperactivity Disorder (CHADD) 
organization recommends three self-report scales to assess for ADHD in adults: The Adult 
ADHD Self-report Symptom Checklist Version 1.1 (Adult ASRS), the Connors Adult ADHD 
Rating Scales (CAARS), and the Wender Utah Rating Scale (WURS) (CHADD, 2017). 
However, Jachimowicz and Geiselman’s (2004) research found that these scales were 
significantly falsifiable, while other research found that the CAARS and ASRS are inadequate in 
differentiating individuals with ADHD from those feigning the disorder (Sollman, Ranseen, & 
Berry, 2010). 
Furthermore, Booksh and colleagues (2010) examined the ability of 110 undergraduate 
students to simulate ADHD using self-report measures of ADHD. The self-report measures 
included the Attention Deficit Scales for Adults (ADSA) and the WURS. The researchers found 
that simulators did not differ significantly from the control group on the WURS, and the 
stimulators endorsed significantly more ADHD symptoms on the ADSA than the control group. 
The former findings suggest that ADHD symptoms can be fabricated, and such concerns have 




Defining Feigning  
Many terms describe an individual’s attempt to falsify one’s symptoms, such as 
suboptimal effort, response bias, feigning, or symptom exaggeration, but the umbrella term 
usually implicated is malingering. Currently, no clear consensus of a malingering definition 
exists, but there have been different approaches to defining this term. Psychiatry defines 
malingering as “the intentional production of false or grossly exaggerated physical or 
psychological symptoms that descends from the motivation by external incentives” (APA, 2013, 
p. 726). However, APA’s dictionary excludes the term exaggeration and defines malingering as 
“the deliberate feigning of an illness or disability to achieve a particular desired outcome” 
(VandenBos, 2015). Some research suggests that the term exaggeration is likely the most 
recognized form of malingering because not all people who feign symptoms are malingering. 
Young (2014) defines exaggeration as an individual who “Represents true symptoms worse 
relative to their actual condition (p. 157).” Nevertheless, whether one uses the term exaggeration 
or feigning, individuals can be motivated to falsely claim symptoms for secondary gain.   
Why Feigning is a Problem  
According to the DSM-5, exaggeration or feigning must occur in the presence of external 
incentives, which is characterized as malingering (American Psychiatric Association, 2013). In 
the context of ADHD evaluations, this criterion is likely to be met by college students. The 
Individuals with Disabilities Act, the Rehabilitation Act of 1983, and the Americans with 
Disabilities Act ensure that students with disabilities, including mental disabilities, gain access to 
academic accommodation and resources (Sollman, Ranseen, & Berry, 2010). Therefore, feigning 
ADHD provides an incentive for college students to seek a diagnosis (Aita, Sofko, Hill, Musso, 




facilitated by accessible data through the internet (Booksh, Pella, Singh, & Gouvier, 2010; 
Sollman, Ranseen, & Berry, 2010), and college students can successfully simulate ADHD on 
most self-report questionnaires (Musso & Gouvier, 2014). An ADHD diagnosis not only 
provides an opportunity for testing accommodations but also access to stimulant medications. 
Stimulants have been shown to help reduce the symptoms associated with ADHD regardless of 
whether an individual has ADHD or not (Sollman, Ranseen, & Berry, 2010); however, as 
previously noted, these medications come with risks such as insomnia, psychosis, hypertension, 
myocardial infarctions, and sudden death (Aita, Sofko, Hill, Musso, & Boettcher, 2018).  
Several studies have reported increased stimulant medications for ADHD amongst 
college students and adults (Castle, Aubert, Verbrugge, Khalid, & Epstein, 2007; McCabe, West, 
Teter, & Boyd, 2014; Robison, Sclar, & Skaer, 2005). One study conducted quantitative surveys 
and an in–depth qualitative interview with 1,811 university students from 2005 through 2006. 
Three–quarters of the participants reported illegal use of ADHD stimulants, with use occurring 
primarily during stressful academic periods. Stimulant use helped reduce fatigue while 
increasing reading comprehension, interest, cognitive aptitude, and memory (DeSantis, Webb, & 
Noar, 2008). A recent meta–analysis examined 48 studies to examine the effects of ADHD 
medications (e.g., amphetamine and methylphenidate) on cognitive functions (e.g., working 
memory, episodic memory) vital to academic and occupational functioning in healthy controls. 
These medications significantly enhanced short–term (small effect) and long–term (medium 
effect) on episodic memory with small effects on inhibitory control and working memory 
(Illieva, Hook, & Farah, 2015). Generally, these circumstances make a solid motivating force to 
feign ADHD despite significant potential consequences.  




An ADHD diagnosis requires a grouping of symptoms that impair an individual’s life.  
Impairment is viewed as more significant than symptomology while determining the clinical 
determinations of ADHD (Sibley et al., 2012), and according to recent research, impairment is 
not adequately assessed. Nelson and colleagues (2019) analyzed 100 psychological reports 
submitted to two mid–sized universities in the United States for academic accommodations. The 
study found that less than 1% of psychologists documented the full ADHD diagnostic criteria 
despite 87% of the reports recommending academic accommodations. Almost half did not 
provide evidence for impairment, and only a quarter of the reports reported both symptoms and 
impairment. These outcomes indicate insufficient documentation of ADHD for disability 
purposes. Documentation should involve multi-method, multi-informant assessment practices 
and the use of symptom validity tests (Sagar, Miller, & Erdodi, 2017; Tucha, Fuermaier, Koerts, 
Groen, & Thome, 2015).  
The extent to which a test measures what it claims to measure is referred to as validity 
(Groth-Marnat, 2009). In psychological evaluations, validity tests are used to evaluate the 
validity of an examinee’s performance or assess the credibility of an individual’s symptomatic 
complaint. Performance validity tests (PVTs) refer “to the validity of actual ability task 
performance” (Larrabee, 2012, p. 626). Assessment of this ability can be based on the credibility 
of data obtained from a performance–based cognitive test through failed items or a 
disproportionate number of failures between easy and hard items. These tests can be standalone 
measures or “embedded” into measures of cognitive ability. Alternatively, symptom validity 
tests (SVTs) assess for “the accuracy of symptomatic complaints on self-report measures” 
(Larrabee, 2012, p. 626). SVTs are often embedded into rating scales and use strategies to assess 




Currently, both PVTs and SVTs are recommended methods of detecting feigned ADHD 
(Musso & Gouvier, 2014; Tucha, Fuermaier, Koerts, Groen, & Thome, 2015); however, some 
clinicians such as medical doctors might not have access to supplemental tests. Moreover, some 
research suggests that SVTs are the most common method for detecting feigned responses 
(Boskovic, Zwaan, Baillie, & Merckelbach, 2021). White and colleagues (2020) examined 
whether an agreement exists between PVT and SVT tests after administering to a sample of 
clinical patients referred for an ADHD evaluation. In roughly 76% of cases, the performance and 
symptom validity tests agreed. However, the researchers found that the patients were more likely 
to demonstrate symptom invalidity than performance invalidity for the divergent cases.  
Presently, few ADHD self-report measures incorporate symptom validity questions to 
detect feigned responses while assessing for ADHD symptomology. However, three rating 
scales, the CAARS, the Clinical Assessment of Attention Deficit (CAT-A), and the ADHD 
Symptom Infrequency Scale (ASIS), assess adult ADHD symptoms and measure response 
variance and infrequency items. However, only the CAARS and CAT-A are utilized in practice.   
The CAARS assesses ADHD in adults aged 18 and above. The CAARS contains a self-
report measure and an observer checklist with three different versions, a long form, a short form, 
and a screening form (D'Amato, Davis, Harrison, & Ganellen, 2003). On the short and long 
forms, both the observer and self-report measure contain subscales crafted from three DSM-IV 
ADHD symptom subscales, an ADHD index, and an inconsistency index (D'Amato, Davis, 
Harrison, & Ganellen, 2003). The inconsistency index, which measures careless or random 
responding (D'Amato, Davis, Harrison, & Ganellen, 2003), is used as a validity check rather than 
feigned reporting. Nonclinical adults from the United States and Canada were recruited for the 




The CAARS scales have high internal consistency values. Test–retest reliability for the 
self-report (1-month interval) and observer (2-week interval) versions of the CAARS were 
excellent (e.g., r = .80–.95) (D'Amato, Davis, Harrison, & Ganellen, 2003). The DSM-IV ADHD 
items were developed using a large sample, but no demographic information regarding the 
composition of the population was provided (D'Amato, Davis, Harrison, & Ganellen, 2003). 
Therefore, it is uncertain whether the CAARS normative sample represented the United States 
population when it was developed or whether the CAARS may be utilized with minority groups. 
In addition, there is limited data regarding the construct validity of the CAARS, and no validity 
data was provided for the DSM-IV items (D'Amato, Davis, Harrison, & Ganellen, 2003). In a 
recent research study, Smyth and Meier (2019) conducted a literature review evaluating the 
psychometric properties of the CAARS. The internal consistency estimates varied from .49 to .97 
of the subscales and total score, while test–retest values ranged from moderate to high (.77–.91). 
Convergent and discriminant validity estimates ranged from .40 to .75. Thus, raising questions 
about the CAARS construct validity.  
Moreover, D’Amato and colleagues’ review (2003) suggested that the CAARS should be 
used with caution, with more recent research suggesting that the self-report measure can be 
easily feigned. Edmundson and colleagues (2017) investigated whether credulous college 
students could fake ADHD symptoms on a battery of questionnaires and neuropsychological 
tests using the CAARS compared to those trained on ADHD symptomology. The noncoached 
college students performed similarly to those who were coached on ADHD symptomology. 
These results align with previous research suggesting that the CAARS does not support the 




Further, some research suggests that inconsistency alone does not detect feigned 
responses. Boskovic and colleagues (2021) examined the connection between inconsistency and 
consistency heuristics by investigating how individuals with pain rated the intensity of their 
symptoms compared to those who feigned symptoms over five days. The study identified two 
outcomes. First, the researchers found that the feigners exaggerated more than the non–feigners, 
and second, the consistency heuristic was found appealing by both groups. Thus, not only is the 
CAARS easily feigned, but research shows that the current validity scale is insufficient to 
identify feigned responders.  
The CAT-A is another adult ADHD self-rating scale that incorporates three embedded 
validity scales intended to identify under- and over-reporting symptoms and detect feigned 
ADHD symptoms (Bracken & Boatwright, 2005). The CAT-A contains 108 items distributed 
across two domains that focus on childhood memories (part 1 = 54 items) and current symptoms 
(part 2 = 54 items). Both parts asses for ADHD clinical symptoms in various contexts (school, 
work, social, and personal) as well as differentiating between an internal and external locus of 
experienced symptoms (Bracken & Boatwright, 2005). A sample of 800 adults ages 17 to 79 was 
used in the CAT-A standardization sample and matched to the 2001 United States population for 
gender, race/ethnicity, and education level (Bracken & Boatwright, 2005). The CAT-A utilizes 
DSM-IV rather than the current DSM-5 diagnostic criteria, and one critical review of the scale 
indicated that most but not all symptoms utilize the DSM-IV diagnostic nomenclature (Mishra, 
2007).  
No specific research studies were found that evaluated the psychometric properties of the 
CAT-A. However, a review of the test’s psychometric properties is as follows. The CAT-A 




internal consistency coefficient of .85. Similarly, the test-retest reliability ranged from .78 to .88 
for a 3-week interval (Mishra, 2007).  
The CAT-A internal consistency estimates ranged from .68 to .96, with an average and 
median internal consistency coefficient of .85. Test-retest reliability for a 3-week interval ranged 
from .78 to .88 with an average and median coefficient of .8 (Mishra, 2007). The item total 
correlations for the Child Memories part ranged from .12 to .74 and Current Symptoms from .09 
to .67 (Reilley, 2007). This finding might suggest that certain items do not measure the construct. 
Two evaluators provided differing opinions on the scale’s content validity. Mishra (2007) noted 
that the scale demonstrated strong content validity; however, Reilley (2007) commented that 
high intercorrelations between the clinical and cluster scores for both parts ranged from 
unacceptable (.36) to excellent (.91). This inconsistency might suggest that the test items might 
not consistently represent the domain. Concurrent validity was based on a sample of adults (N = 
116), including those with ADHD (N = 41), learning disorders with ADHD (N = 45) and without 
ADHD (N = 30), or individuals without ADHD and a learning disorder (N = 30). Correlations 
between the CAT-A, CAARS, and the Conners' Adult ADHD Rating Scale-Self Report-
Screening short version (CAARS-S: SV) were moderate to high for both domains. Lower 
correlations occurred between the CAT-A and the Brown Attention-Deficit Disorder Scale 
(Reilley, 2007).  
The CAT-A test also contains three validity indices: negative impression, infrequency, 
and positive impression. A recent study examined the CAT-A validity scale by measuring the 
rate of agreement with the validity scales of the Minnesota Multiphasic Personality Inventory - 2 
- Restructured Form (MMPI-2-RF) because two of the CAT-A scales are comparable to the 




agreement between the scales and concluded that the current CAT-A validity scales might be 
insufficient in detecting feigning. This finding also noted that two CAT-A validity scales were 
highly correlated and measured the same construct. In sum, the two scales lack sensitivity 
(correctly identifying those that might be feigning) and specificity (accurately capturing those 
without a disorder). These findings align with Leib et al. (2021) in that the CAT-A and the 
MMPI-2-RF validity scales were discordant. Although the CAT-A appears to be a potentially 
valuable rating scale, continued validation work is needed to enhance its reliability to detect 
feigned responses. 
The ASIS scale is a self-report measure designed to assess current ADHD symptoms 
based on the DSM-5 criteria and ADHD symptom exaggeration by identifying infrequent items 
(Courrege, Skeel, Feder, & Boress, 2019). The ASIS scale is not currently used in the general 
population; however, one published study suggests it is a reliable and valid measure of ADHD 
with sensitivity to malingering.  
In Courrege and colleagues’ (2019) study, the researchers attempted to validate the ASIS 
by administering the scale to four groups across three studies. Across the studies, the ASIS items 
were removed or revised. The final scale contained 52 items (19 ADHD, 33 Infrequency). The 
four groups consisted of a control, ADHD-diagnosed, undiagnosed but self-reported ADHD, and 
ADHD simulators. The participants also completed Barkley’s Adult ADHD Rating Scale-Fourth 
Edition (BAARS-IV) for convergent validity with the ASIS ADHD items.  
Overall, the measure demonstrated acceptable to excellent psychometric features 
(Courrege, Skeel, Feder, & Boress, 2019). Following the third study, internal consistency for the 
clinical scales in the overall sample was in the excellent range (.94 to .97). Within the ADHD 




the excellent range in the overall sample (α = .96) and ADHD group (α = .93) (Courrege, Skeel, 
Feder, & Boress, 2019). The final version of the ASIS scale demonstrated high internal 
consistency for the Infrequency scale (α = .96) and the ADHD total scale (α = .96). Convergent 
validity with the BAARS-IV showed a strong correlation.  
Despite these promising findings, the researchers note that further testing is necessary 
(Courrege, Skeel, Feder, & Boress, 2019). For example, the researchers used volunteer 
simulators rather than clinical subjects, and there might be differences between how volunteers 
perform on the test versus those with an actual ADHD diagnosis (Courrege, Skeel, Feder, & 
Boress, 2019). Moreover, the ADHD group diagnoses were based on self-report. Furthermore, 
the ASIS scale appears only to use the DSM-5 criteria to assess for ADHD symptoms. The 
DSM-5 updated the ADHD nosology and added examples of how ADHD symptoms might 
manifest in adults (Epstein & Loren, 2013); however, the DSM-5 uses children and adolescent 
samples from the previous version to develop symptomology, with no inclusion of adults. Recent 
studies suggest that the DSM-5 needs developmentally appropriate items that reflect ADHD in 
adulthood (Barkley, Murphy, & Fischer, 2008), and there is limited evidence to suggest that the 
current DSM symptoms typify ADHD in adulthood (McGough & Barkley, 2004; Sibley et al., 
2018). Therefore, a measure that matches the United States census data, utilizes participants with 
verifiable ADHD diagnoses, encompasses the entire DSM-5 criteria, exploits extant ADHD 
research, and has strong psychometric properties is needed.  
Purpose of Study 
This study aims to investigate the potential for developing a scale that helps support an 
adult ADHD diagnosis while discriminating between those who have ADHD and those who 




the DSM-5. Compared to previous versions, the DSM-5 criteria now include adult symptom 
presentations. For example, reducing symptom threshold for adults, distractions to extraneous 
stimuli might include unrelated thoughts, and adults might intrude on others (American 
Psychiatric Association, 2013). Therefore, the current scale proposes to follow the DSM-5 to 
assist with the diagnosis of ADHD in adults.  
Secondly, the proposed scale will go beyond the DSM-5 criteria and include other ADHD 
items reflected in the current research literature. For example, EF has been implicated in adult 
ADHD (Barkley, Murphy, & Fischer, 2008), but currently, no self-report scale exists that 
incorporates both the DSM-5 ADHD items and symptoms of executive dysfunction while 
detecting feigned responses. In addition, while ADHD and EF symptoms overlap, some research 
suggests that the DSM-5 criteria alone do not accurately capture adult ADHD (Roberts & Milich, 
2013) and that ADHD is more than the symptoms outlined in the DSM-5 (Adler et al., 2016; 
Barkley & Murphy, 2011). Therefore, the proposed scale will attempt to encompass broader 
symptoms beyond inattention and hyperactivity/impulsivity symptoms with the intent to better 
detect an ADHD diagnosis. 
Thirdly, the study intends to develop and incorporate an SVT specifically designed to 
detect feigned responses. The research literature suggests that some individuals seek an ADHD 
diagnosis for incentives such as access to stimulant medication, academic support, or test 
accommodations. These motivations are suspected of contributing to symptom exaggeration or 
feigning for secondary gain (Booksh, Pella, Singh, & Gouvier, 2010; Findling, Arnold, 
Greenhill, Kratochvil, & McGough, 2007; Sagar, Miller, & Erdodi, 2017), ultimately leading to a 
plethora of consequences (Tucha, Fuermaier, Koerts, Groen, & Thome, 2015). Therefore, this 




detecting feigned responses (Boskovic, Zwaan, Baillie, & Merckelbach, 2021; Musso & 
Gouvier, 2014).  
 Lastly, to assess for content validity, the scale items will be reviewed by a panel of 
experts, and preliminary validation of the items will be conducted by calculating a content 
validity ratio (CVR) to measure inter-rater agreement.  
 In summary, the purpose of this study is to develop a measure that can assist in the 
diagnosis of adult ADHD while discriminating between genuine and feigned ADHD. This 
current study excludes assessing the psychometric quality of the measure, and validation efforts 





CHAPTER III: METHODOLOGY 
Overall Test Development  
As previously outlined in Chapters I and II, this study proposes constructing a scale that 
helps support an adult ADHD diagnosis while discriminating between those who have ADHD 
and those who attempt to feign ADHD. This study will use DeVellis’s scale development model 
(DeVellis, 2012).  The model is appropriate for the current study for several reasons. First, 
DeVellis (2012) provides a conceptual overview and practical steps involved in scale 
development. Second, the model is designed for the behavioral and social sciences. Third, it 
includes factor analytic concepts that assist with statistical analysis and can be used in a future 
study.  
The overall process was divided into two steps, as outlined below: 
1. Planned overall project    
a. Institutional review board (IRB) approval 
b. Defined the constructs  
c. Generated item pool 
d. Searched for subject matter experts (SMEs) 
 
2. Current Study 
a. Submitted items to SME   
i. Recruited SMEs 
ii. Elicited item feedback 
 
b. Demonstrated evidence of validity   
i. Calculated CVR  
ii. Summarized findings 
 
Planned Overall Project 
 The purpose of the planning phase focuses on acquiring IRB approval, determining what 
needs to be measured, and finding adult ADHD subject matter experts.  




After completing a comprehensive literature review, a proposal was submitted to the 
dissertation committee. Upon agreement by the committee members, an online application was 
submitted to the IRB for Antioch University Seattle on April 18, 2021. Based on the information 
presented in the ethics application, the chair provided written notification for study approval. 
Defined the Constructs 
 The first step in DeVellis’s (2012) scale development involves outlining the constructs 
being measured. In this study, there are two pools of items. One focuses on ADHD items, while 
the other consists of validity items. These two pools contain a total of seven constructs. The first 
pool consists of four constructs used to diagnose ADHD. These items include constructs that 
measure behaviors associated with inattention, hyperactivity, impulsivity, and executive 
dysfunction.  
Impaired attention is described in the current DSM-5 as “wandering off task, lacking 
persistence, having difficulty sustaining focus, and being disorganized” (APA, 2013, p. 61). 
Because the DSM-5 provides objective scientific indicators of mental health disorders, this 
manual was also used to define constructs related to the remaining ADHD symptoms. 
Hyperactivity refers “to excessive motor activity when it is not appropriate, or excessive 
fidgeting, tapping, or talkativeness” (APA, 2013, p. 61). In adults, hyperactivity can present as 
extreme restlessness, wearing others out with their activity, constant activity, overscheduling, or 
choosing a busy job (Kieling & Rohde, 2010; Matte, Rohde, & Grevet, 2012). Impulsivity is 
defined as “the hasty actions that occur in the moment without forethought and that have a high 
potential for harm to the individual. Impulsivity might reflect a desire for immediate rewards or 
an inability to delay gratification, and impulsive behaviors might manifest as social intrusiveness 




2013, p. 61). In adults, impulsive actions might manifest through difficulties ending relationships 
or quitting jobs precipitately, unwillingness to wait in a line, or losing one’s temper with others 
(Kieling & Rohde, 2010; Matte, Rohde, & Grevet, 2012).  
Currently, there is no agreed upon consensus of an EF definition (Barkley, Murphy, & 
Fischer, 2008; Matte, Rohde, & Grevet, 2012). Regardless, there is a strong body of evidence 
that suggests that executive dysfunction is associated with adult ADHD (Barkley & Fischer, 
2011; Barkley, Murphy, & Fischer, 2008). One definition appearing more frequently in the 
literature defines EF as a group of high-level cognitive processes essential for undertaking goal–
directed behaviors (Willcutt, Doyle, Nigg, Varaone, & Pennington, 2005). The term has also 
been used to encompass functions such actions as attention, reasoning, judgment, problem 
solving, creativity, emotional regulation, impulse control, and awareness of aspects of one’s and 
others’ functioning (Barkley, Murphy, & Fischer, 2008; Schoenberg & Scott, 2011).  
 The second pool of items consists of three validity scales. A typical strategy to determine 
whether self-reported psychological symptoms are non-credible assumes that individuals who 
exaggerate symptoms or feign symptoms are more likely to report symptoms that are 
infrequently endorsed by others. This manner can be referred to as an infrequency scale and 
concentrates on the overreport of symptoms rather than focusing on specific symptoms related to 
a disorder (Suhr, Buelow, & Riddle, 2011). In this project, the infrequency scale, which is the 
first validity scale, consists of items people trying to feign ADHD are likely to endorse, but 
people with actual ADHD will not. 
The second validity scale involves item pairs that people who are attentive to item 
content (e.g., take the test seriously) would endorse in the same way. For example, two similar 




popular self-report screener that incorporates an inconsistency index is the CAARS. The scale is 
designed to assess inconsistency responding rather than overreporting or detection of feigned 
responses. The purpose of incorporating an inconsistency scale is not necessarily to capture 
feigned responses but rather to capture random responding. However, one study found that using 
an inconsistency index along with an infrequency scale flagged more feigned responses as 
opposed to only using an infrequency scale (Walls, 2016). Thus, incorporating both kinds of 
scales provide additional accuracy in detecting feigned responses. 
The last validity scale addresses items that are likely to distort a profile in a negative 
direction or a fake bad profile. This index can be referred to as a negative impression scale. This 
scale is expected to identify feigned responses and reflects the degree to which an individual is 
likely to distort their responses in a negative direction. One well-known assessment that has a 
negative impression scale is the Personality Assessment Inventory (PAI). More specifically, Rios 
and Morey (2013) utilized the negative impression scale from a version of the PAI along with 
other validity scales to detect malingering by stimulating ADHD in under-coached and over–
coached conditions. The results demonstrated that the negative impression scale had moderate to 
large effect sizes in identifying successful feigners.  
Generated Item Pool 
DeVellis’s (2012) second step involves generating the items associated with the item 
pools. This initial item pool should be created with specific measurement goals and reflect the 
construct of interest (DeVellis, 2012). In this study, there are two general item pools: ADHD and 
validity scale. It is difficult to identify the total number of items needed for the initial pools but 
in general, larger item pools can provide more choices that are relevant to the scale’s constructs 




associated with ADHD symptomology and the remaining related to assessing validity. Item 
characteristics were also considered. For example, lengthy worded items were avoided to 
decrease complexity and increase clarity; items were developed with a sixth-grade reading level, 
double–barreled items were avoided as were ambiguous pronoun references and vague words 
(DeVellis, 2012). 
The first pool consists of the ADHD constructs (inattention, hyperactivity, impulsivity, 
and EF) previously defined. The first three construct items were developed to complement the 
DSM-5 (APA, 2013), with the latter item following the work of eminent researchers on EF 
(Barkley, Murphy, & Fischer, 2008; Barkley & Fischer, 2011). Some responses were also written 
to correspond with recent research on ADHD (Biederman, Mick, & Faraone, 2000; Murray, 
2001; Van Ewijk & Oosterlaan, 2015; Wender, Wolf, & Wasserstein, 2006; Wilens, Faraone, & 
Biederman, 2004; Young, Bramham, Gray, & Rose, 2008) because the current DSM-5 might not 
accurately reflect ADHD symptoms in adulthood (Barkley, 2017; Barkley & Murphy, 2011; 
Roberts & Milich, 2013). A total of 53 items were created, with 20 items being inattention, 14 
associated with hyperactivity / impulsivity items, and 19 pertaining to EF.  
The second pool consists of the three validity constructs previously defined. This pool 
includes items that can be developed for individuals trying to exaggerate their existing 
symptoms, pair items to determine consistent reporting, and items to capture unusual or bizarre 
behaviors that few individuals would legitimately endorse. The inconsistency index consists of 
ten items pairs selected from the first pool. The infrequency and negative impression items were 
created from the emergent adult ADHD proposed in the literature thus far (Barkley, 2017; 
Barkley, Murphy, & Fischer, 2008; Surman, 2013). For example, research suggests that adult 




contexts in which symptoms would be better or less obvious. The infrequency index consists of 
15 items while the negative impression scale contains 10 items.  
Scoring Format  
 One of the most common forms of response formats is a Likert scale (DeVellis, 2012). A 
Likert scale is used to measure opinions, beliefs, or attitude related to a phenomenon. This 
format consists of items presented as a declarative sentence followed by response options that 
indicate varying degrees of an agreement endorsed by the recipient (DeVellis, 2012). 
Hypothetically, a Likert scale will be the primary format of the scale; however, since this scale 
will not be administered to a developmental sample, expansion of the Likert scale was not a 
focus of this study. This effort is planned for future development.  
Searched for Subject Matter Experts (SMEs)   
After developing the pool of items, the next step requires a group of people who are 
knowledgeable in the content area to review the item pool (DeVellis, 2012). The purpose of 
presenting test items to a panel of experts provides an opportunity for subjective judgment of 
experts to determine if the scale items measure the trait of interest and provides item clarity, 
conciseness, grammar, reading level, face validity, and to rate constitutive test items 
(Worthington & Whittaker, 2006). In this study, the experts will review the ADHD items to 
ensure they represent the ADHD constructs as well as assess whether the validity items 
adequately represent the validity constructs. Multiple definitions exist for content validity 
(Yaghmaie, 2003), but Wynd et al. (2003) defined content validity as “The extent to which an 
instrument adequately samples the research domain of interest when attempting to measure 
phenomena” (p.509). Generally, content validity is the extent to which items on a test measures 




survey tool measure the ADHD and validity constructs. Then, a content validity ratio (CVR) will 
be calculated to provide a measure of agreement among the experts.  
Following approval from the Antioch University Institutional Review Board, SMEs were 
recruited through professors at Antioch University Seattle and by word of mouth. Inclusion 
criteria specified that the experts be at least 18 years or older, have sufficient knowledge and 
experience with ADHD, and conduct ADHD evaluations on a regular basis. There were no 
restrictions on race or gender, but the experts must be fluent in the English language because the 
scale will be developed with this language in mind.  Five experts were recruited for the study, 
but one dropped out. Therefore, only four experts were recruited in this study. A minimum of 
five experts has been found useful to judge the content domains of rating scales (Miller & 
Lovler, 2016; Yaghmaie, 2003). However, according to Lawshe (1975, as cited in Miller and 
Lovler, 2016), the minimum values for a content validation rating are no different for the number 
of experts below seven. 
Current Study 
This section describes the specific methodology used to assess the content validity of the 
scale, followed by the statistical analyses of the data. This effort was accomplished by 
calculating a content validity ration (CVR) to measure inter–rater agreement following review of 
individual items by a panel of professionals who are experts on adult ADHD.  
Recruitment  
SMEs in adult ADHD were recruited by word of mouth within the Seattle professional 
community. After receiving preliminary responses, the primary researcher contacted the referrals 




opportunity to ask questions about the research. Most answers concentrated on clarifying SME 
expectations, outlining the timeline, and providing directions for feedback. 
Following completion of the informed consent (Appendix A), a total of five experts (80% 
male) agreed to participate in the research study. However, one dropped out. All four participants 
are psychologists and obtained either a PsyD or a PhD Three experts are licensed 
neuropsychologists who specialize in adult ADHD assessments, and one participant is a clinical 
psychologist who is highly regarded as an expert in adult ADHD evaluations in the Seattle area. 
The lead researcher has no personal or professional relationship with any of the participants, and 
informed consent forms are kept in a secured cabinet at the primary researcher’s home in hard 
copy format.  
Elicited Item Feedback 
In this study, experts were asked to review the preliminary scale items (See Appendix B). 
The SMEs were provided with an Excel document containing two spreadsheets that outlined a 
working definition of each construct and directions to rate items as “essential,” “useful but 
necessary,” or “not necessary.” They were also invited to comment on individual items, such as 
assessing the items for clarity and conciseness. The content of the item might be relevant to the 
construct, but its wording might be problematic. This bears on item validity because an 
ambiguous or otherwise unclear item, to a greater degree than a clear item, can reflect factors 
extraneous to the latent variable (DeVellis, 2012). Therefore, the experts were asked to point out 
awkward or confusing items and suggest alternate wordings if so inclined. There might also be 
items overlooked, so they were also invited to include items that might better capture the 
constructs. This review served multiple purposes related to maximizing the content validity of 





Upon receipt of each expert’s individual Excel file, the responses from each expert were 
combined, and a content validity ratio (CVR) was calculated to provide a measure of agreement 
among the experts (Appendix C). This step also helped to determine the inclusion or exclusion of 
items, redundant items, good and bad items, whether positively and negatively worded items 
should be included in the pool. Lawshe’s (1975, as cited in Miller & Lovler, 2016) method was 
used to establish the content validity of each item and to inform whether an item was retained or 
rejected. Lawshe’s (1975, as cited in Miller & Lovler, 2016) formula is as follows: 
CVR =







 CVR  = value for an item on the test 
 𝑛    = number of experts indicating that an item is essential 
 N   = total number of experts in the panel 
CVR values can range between –1.00 and 1.00, with 0.00 indicating that half of the 
SMEs rated an item as essential (Miller & Lovler, 2016). According to Lawshe (1975, as cited in 
Miller & Lovler, 2016), content validation ratings, an item that has a minimum value of .99 and 
is based on less than seven experts, are considered evidence of validity. Therefore, a CVR of 
1.00 indicates that all experts graded an item as “essential,” whereas a CVR of 0.5 suggests that 
three–quarters of the SMEs rated an item as “essential.” A CVR ranging from –0.50 to –1.00 




content validity, the experts provided comments on various items, and rewrites of the existing 
items were considered. 
Research Review  
After calculating the CVR, the researcher sorted the content validation ratings for each 
construct from largest to smallest. Those items with a 0.99 or greater CVR are considered 
essential and accepted, and the comments were reviewed, with some items re–written for clarity 
and conciseness. The researcher critically analyzed items with a CVR ranging from –0.5 to –1.00 
CVR, but they were generally rejected.   
Content validity ratios ranging from 0.00 to a 0.5 were independently reviewed, which 
indicates that half to three–quarters of the SMEs agreed that the item was “essential.”  The scale 
developer is ultimately responsible for deciding whether an item is accepted or rejected 
regardless of the expert opinions (DeVellis, 2012). Some items were disregarded while others 
were modified based on the rater comments and research. At this point in the process, a more 
concise set of items was developed based on the content validation ratings, rater comments, and 
scale developer expertise. 
CHAPTER IV: RESULTS 
 This chapter describes the results of the methodology section previously outlined. There 
are two general constructs that comprise this proposed scale: ADHD and validity constructs. This 
section will include the results of the CVR calculations for each construct and a summary of the 
comments made by the SMEs including revisions made by the primary researcher. Finally, this 
section will discuss the finalized set of items ultimately intended for future research.  




The proposed scale intends to emulate the ADHD symptoms reflected in the DSM-5 and 
consists of three constructs associated with inattention, hyperactivity, and impulsivity. The scale 
will also reflect other criteria grounded in research, such as EF which has been implicated in 
adult ADHD.  
Inattention Items 
A CVR of 1.00 or “essential” was calculated for thirty-five percent (35%) of the 
inattention items (Appendix C). Therefore, these seven items were retained with all four SMEs 
agreeing that the items represent the inattention construct. A quarter of the SMEs agreed that five 
items were considered “essential” and rated with a CVR 0.00. Two raters thought items #8 and 
#13 were better represented by EF and impulsivity, respectively, so they were moved 
appropriately. Despite half of the raters agreeing that item #9,  “I am drawn like a magnet to 
focus on irrelevant things around me,” is essential with a CVR 0.00, the scale developer rejected 
the item because it was better captured by item #2, “I am unable to ignore events, sounds or 
other's actions around me.” This rejection helped reduce redundancy.   
The researcher agreed with 50% of the raters that item #10 is essential, “I find other 
things to do that take less effort than the work that needs to get done,” so the item was retained. 
One rater commented that this item is quite noticeable in adult ADHD, which validated the 
decision to retain the item. Despite agreement by half of the raters, item #11, “I often forget the 
task or goal I was working on,” was rejected. ADHD is context specific (Barkley, 2017) so an 
individual might forget a task if it was boring; however, if the task is engaging, this item might 
not apply. Therefore, the item is not specific enough, so it was rejected by the researcher. Six 
items had a CVR of -0.5 or -1.00, indicating that only one or no raters identified the item as 




According to the DSM-5, at least five symptoms are required for an inattentive 
presentation (APA, 2013). The content evaluation panel suggested that seven items represent the 
inattentive construct. Further, the scale developer decided to retain two more items because of 
supporting research. In sum, almost half of the original inattention items were retained 
(Appendix D) and representing the inattentive construct. Therefore, the existing nine items are 
sufficient for an inattention presentation; however, not all DSM-5 criteria are represented in the 
new scale.  
Hyperactivity and/or Impulsivity Items 
Almost 30% of the hyperactivity and/or impulsivity items had a CVR of -1.00 or -0.5, 
indicating that these items do not represent the construct. Therefore, items (#31 to #34) were 
rejected. Like the inattention items, 35% of the items were retained because they were 
unanimously rated as “essential” and receiving a CVR of 1.00. Twenty percent of the items 
received a CVR of 0.5 indicating that more than half of the raters agree that the items were 
“essential.” Upon closer review, item #26 “I often feel restless” was retained because research 
suggests that this item differentiated the experimental ADHD group from the control groups 
(Barkley, Murphy, & Fischer, 2008). Seventy-five percent of the raters agreed that item #28 
reflected impulsivity, but the wording was awkward. However, upon closer review, item #28 was 
like item #27, which is also considered “essential” by the raters with a CVR of 0.5. Therefore, 
item #28 was rejected while #27 was retained.  
Two items (#29 and #30) indicated that 50% of the experts rated the item “essential.” 
However, one rater’s comments suggested that the latter could align more with depression or 




was retained but revised due to awkward wording. Item #13 was moved from the inattention 
construct but upon closer review, the item remains ambiguous. Therefore, it was rejected.  
Overall, more than half of the items (57%) were retained (Appendix D). To diagnose a 
hyperactive/impulsive presentation, the DSM-5 requires at least five symptoms for adults 
(American Psychiatric Association, 2013). The proposed hyperactive/impulsive scale items are 
sufficient for diagnostic purposes as required by the DSM-5; however, not all DSM-5 
hyperactive/impulsive scale items are represented in the new scale. 
Executive Function Items 
The content evaluation panel rated two EF items with a CVR of 1.00 indicating the items 
as “essential.” Eight items were also considered “essential” by 50–75% of the evaluators with a 
CVR from 0.00 to 0.5. One evaluator offered a comment to revise the wording for item #42. Item 
#8 was moved from inattention because it was better reflected by the EF construct. Feedback 
from one rater suggested that “ADHD people have elaborate ways of getting organized but can’t 
stick with it.” Therefore, the wording was revised to say, “I am constantly struggling to stay 
organized.” More than 50% of the items (#45–#57) did not represent the executive function 
construct by the content evaluation panel. Therefore, these items were rejected. In sum, 50% of 
the original EF items were retained (Appendix D) and represent the EF construct.  
Validity Item Analysis 
This study proposes to incorporate an embedded symptom validity measure for detecting 
feigned responses. The measure consists of three constructs: inconsistent responding (IR), 
infrequent symptoms (IS), and a negative impression scale. In this study, the experts reviewed 
the validity items to assess whether they adequately represent the validity constructs and not 




Inconsistent Responding Items 
Ten paired items were selected to reflect consistent responding. Seventy percent of the 
inconsistent items reflected a content validity ratio of 0.50 to 1.00, signifying the items as 
“essential.” Since all the inconsistent items are paired with ADHD items, it was imperative that 
the evaluators previously rated the ADHD items as “essential.” In this case, all the inconsistent 
items that matched with the ADHD items were defined as “essential.” Item #1 was revised due to 
a double–barreled response, and item #2 was changed to a contraction to avoid miss reading a 
word. Item #5 “I do not struggle to get organized” was revised to “I am generally very 
organized” because one evaluator noted that ADHD individuals can find ways to get organized 
but cannot sustain the organization. Finally, item #8 was revised from “I can be patient when I 
need to” to “I can generally wait my turn.” 
Fifty percent of the experts believed that two items were “essential” with a CVR of 0.00. 
Therefore, these items were retained but one was paraphrased to better reflect the paired ADHD 
item. One item was rated as with a CVR of -0.5, but this rating was contradictory to the paired 
ADHD. Therefore, the scale developer retained the item but with revisions. For example, “My 
intentions influence my behavior more than my surroundings” was revised to reflect the paired 
ADHD item. Overall, almost all inconsistent items were considered “essential” by the content 
evaluators, and one was retained based on the scale developer’s professional opinion (Appendix 
D).  
Infrequent Symptoms Items. Almost 50% of the infrequent symptom items that had a 
CVR of –1.00 did not represent the infrequent construct. The scale developer agreed with this 
evaluation, and items #16–#25 were rejected. Five out of 15 infrequent items were rated as a 




items might be better represented by the negative impression scale. Therefore, items #2, #4, and 
#15 were moved appropriately. Even though 50% of the evaluators rated #5 as “essential,” closer 
review of the item sparked doubt about the item. This item states, “I have never used different 
tricks or relied on external devices to improve organization.” The infrequent construct is items 
people trying to feign ADHD are likely to endorse but people with ADHD will not endorse. 
Upon closer analysis, those trying to feign ADHD and those who have ADHD are likely to 
endorse this item in the same direction. Therefore, item #5 was rejected. Likewise, number six is 
also rejected based on the similar review of the previous item.  
In total, 20% of the items were moved to the negative impression scale, and half were 
rejected, with only two retained. The infrequent scale was reduced from a total of 15 items to 
two. However, based on review of the negative impression scale below, three items were moved 
to the infrequent symptom items. Therefore, a total of five items encompasses the infrequent 
scale (Appendix D).  
Negative Impression Scale. A total of 10 original items comprises the negative 
impression scale. The content validity ratio for items #26–#29 ranged from 0.50 to 0.00, 
denoting that more than 50% of the SMEs rated the items as “essential.” However, one expert 
suggested three (#26, #27, and #29) move to the infrequent scale. The researcher agreed with this 
suggestion because individuals with ADHD are not likely to endorse these items compared to 
those who are attempting to feign ADHD.  
More than half of the items (60%) were regarded as not representing the infrequent 
construct with a CVR of -1.00 and rejected. Number 30 states, “I cannot understand what I read 
as well as I used to” and one evaluator commented that older adults might agree with this 




faint,” was also considered non-essential; however, the scale developer re–considered the 
ranking. One evaluator commented that ADHD and anxiety are comorbid and could explain 
fainting symptoms; however, ADHD has not been associated with fainting symptoms. Although, 
research supports significant stress and ADHD (Combs, Canu, Broman-Fulks, Rocheleau, & 
Nieman, 2015). Therefore, the item is retained but will need to be further evaluated in the future. 
Overall, the negative impression scale was reduced by 50%, with 60% of these items originating 





CHAPTER V: DISCUSSION 
This study is the first stage in developing a survey tool that can aid an ADHD diagnosis 
in adults while differentiating between feigned and genuine responses. This research was 
developed from the following premises: (1) an increase in ADHD diagnoses over the last two 
decades (Oehrlein et al., 2016; Olfson et al,, 2013); (2) medical providers and mental health 
professionals often utilize unreliable self-report measures for ADHD diagnoses (Bordoff, 2017; 
Nelson & Lovett, 2019; Sollman et al., 2010); (3) growing trend for individuals to seek an 
ADHD diagnosis for secondary gain (Tucha et al., 2015; Aita and colleagues, 2010); (4) SVTs 
are often embedded into rating scales, and some research suggests that SVTs are the most 
common method for detecting feigned responses (Boskovic, Zwaan, Baillie, & Merckelbach, 
2021); and (5) no multipurpose symptom measure exists that incorporates the DSM-5 ADHD 
criteria, EF, and a symptom validity index (Boskovic, Zwaan, Baillie, & Merckelbach, 2021; 
Erdodi, Roth, Kirsch, Lajiness-O'Neill, & Medoff, 2014). Therefore, a multipurpose self-report 
measure was preliminarily developed from the extant research. First, the items were developed 
based on a literature review, and then presented to a panel of adult ADHD experts. Then, these 
experts reviewed and rated the importance of each item. Then, a CVR was calculated to 
determine whether the scale items measured the content area. Along with researcher expertise, 
the statistical analysis resulted in a more comprehensive list of essential items that can help 
diagnose adult ADHD while differentiating between genuine and feigned responses. This chapter 
expands on these results, discusses the limitations, and outlines the next iteration of test 
development.  
 




 The ADHD index comprises three constructs, inattention, hyperactivity and/or 
impulsivity, and EF. Initial scale development resulted in a total of 53 items. Following review 
by a panel of experts and calculating content validity ratio statistics, this number was reduced by 
nearly half (N = 28). The final item count for each construct was nine, eight, and 11, 
respectively. Therefore, the results suggest evidence of content validity as most of the expert 
panel rated almost half of the original items as “essential.” 
To meet diagnostic criteria for the DSM-5 subtypes, an adult individual must at least 
have five symptoms separately for the inattentive and hyperactivity or impulsivity subtypes. The 
overall results demonstrate an acceptable number of items for an ADHD diagnosis. However, 
when comparing this proposed survey tool with existing ADHD survey tools (i.e., CAARS, 
ASRS), the final item count is deficient. Further, some research suggests that utilizing only 
DSM-5 criteria to make an ADHD diagnosis is unacceptable (Gathje, Lewandownski, & Gordon, 
2008). Therefore, future development should include the expansion of the ADHD index 
including adding an impairment index.   
Faraone and colleagues (2003) assessed the worldwide prevalence of ADHD. Upon 
review of several epidemiological studies, the researchers found that some assessment tools 
disregarded impairment. In addition, they found that ignoring impairment, a significant ADHD 
diagnostic criterion, resulted in false-positive diagnoses. This assertion is also supported by 
Gathje and colleagues (2008) who found that when impairment was included in ADHD 
diagnoses, the percentage of diagnoses dropped from 60% to 19%.  Therefore, developing a 
separate index to capture impairment construct is highly recommended for future iterations.  
Moreover, most of the initial ADHD items, including EF items, were not directly copied 




terms are often used interchangeably but have different meanings. Content validity refers to the 
degree items represent the measure’s theoretical content domain (Miller & Lovler, 2016). In 
contrast, face validity relates to whether the test-takers perceptions of the test match the test’s 
aim. The latter does not demonstrate validity, nor is it associated with the constructs being 
measured (Miller & Lovler, 2016). In this study, face validity relates to whether the SMEs 
perceived the items to represent ADHD. Nearly half of the ADHD index items were rejected, so 
this reduction raises some concern regarding face validity. If some of the items from the scale 
were not face valid, then the scale might not accurately capture an ADHD diagnosis.  
Detecting Feigned Responses 
The second pool of items consists of three constructs that comprise the validity scales. 
These individual constructs are the inconsistency scale, infrequency scale, and negative 
impression scale. A total of 35 items were initially developed to represent the second pooled 
items. The current study used data obtained from the literature, and then the items were 
presented to four subject matter experts to examine content validity. After calculating a content 
validity ratio for each item, the results suggest evidence of content validity as most of the expert 
panel rated more than half of the items as “essential.” These ratings might suggest added 
significance given that the experts regularly conduct adult ADHD assessments. 
Interestingly, all the inconsistency index items were retained. This outcome might imply 
several reasons. First, the SMEs were not provided with the item pair, so there might have been 
some confusion regarding the construct. Second, all the inconsistent items appropriately captured 
the construct. Regardless, some research suggests that an inconsistency index does not 
differentiate between feigned and genuine responses and that this type of heuristic should be 




However, using an inconsistency index with other validity scales flagged more feigned responses 
(Walls, 2016).   
The infrequent items were reduced from 15 to five items. Only two of the original items 
were considered “essential.” The SMEs rejected nearly all the items, with some better captured 
by another construct while others moved from another construct to the infrequency scale. This 
occurrence suggests that most of the items did not reflect the construct. Of the remaining items, 
the majority correlated with the ADHD inattention construct. These items are consistent with 
Quinn (2003), who retrospectively outlined strategies used by ADHD feigners. The researcher 
found that the majority (61%) used an inattention strategy to fake ADHD.  Overall, these items 
might reflect a more valid scale to detect feigned responses.  
The negative impression was also condensed to a total of five items. Most of the items 
reflect an ADHD hyperactivity/impulsivity presentation. This observation is opposite Quinn’s 
(2003) research which suggests that symptoms of inattention strategies are used more than 
hyperactivity by feigners. However, other research suggests that individuals over-endorse 
symptoms associated with hyperactivity and impulsivity (Harrison, 2006). This overendorsement 
contradicts the research that indicates that hyperactivity and impulsivity behaviors attenuate with 
age (Barkley, 2017). Perhaps these behaviors are over-endorsed because of the public’s 
perceptions of ADHD. For example, Bussing and colleagues (2012) assessed parents’ and 
adolescents’ knowledge of ADHD symptoms and found that majority of the community sample 
had significant misperceptions about the diagnosis. The researchers also found that majority of 
the information was about ADHD was obtained by the internet. Therefore, feigners might 
extrapolate information from the internet, leading to a misperception regarding ADHD, and 




In sum, these findings provide preliminary evidence of content validity especially for the 
infrequency and negative impressions scale. However, further research is required.  
Limitations 
 This research consists of the first step to developing a self-report that captures adult 
ADHD symptoms and EF while attempting to differentiate between genuine and feigned 
responses. Even though all SMEs emphasized the importance of the research, it has numerous 
limitations. Firstly, the number of SMEs fell below the recommended number of five. Lawshe’s 
(1975, cited in Miller and Lovler, 2016) table provides the lowest level of values such that the 
level of agreement among the experts exceeds chance and determines whether an item is retained 
or rejected. Therefore, this limitation increases the likelihood of error between the experts. 
Further, SME feedback is subjective, and most of the SMEs were neuropsychologists in Seattle, 
Washington. Therefore, a general bias might exist among the experts.  
Secondly, content validity refers to the extent to which items on a test represent the 
attributes being measured (Miller & Lovler, 2016). Therefore, the relationship between the 
content and constructs is of great importance. Further contributing to a bias might be that the 
content domains were not clear. For example, one SME commented that it would have been 
helpful to see the matched ADHD pair associated with the inconsistency validity index. Also, the 
experts worked in a specialty area, and providing feedback on the validity scales might not be 
their area of expertise.  
Thirdly, the only statistical method used to determine evidence of validity was the CVR 
calculation. Content validity is an essential step in scale construction, but analysis alone does not 
demonstrate that the survey is valid. For example, Wynd et al. (2003) assert, “There is no agreed 




the absence of a set of rigorous and objective criteria to achieve content validity, these results do 
not propose that the scale is valid because the resulting items are based mainly on the judgment 
of the primary researcher with validation from SMEs holding expertise in a specific area of 
content.  
 Fourthly, despite providing an EF definition, the EF construct outlined in this study 
lacked a theoretical orientation. For example, one of the leading experts in ADHD is Dr. Russell 
Barkley. Dr. Barkley’s theory of ADHD posits that behavioral inhibition disrupts four executive 
abilities (working memory, self-regulation of affect, internationalization of speech, and 
reconstitution) that subserve goal-directed behavior (Barkley, 1997). In this study, the EF 
construct and items might have been better captured using a theoretical orietnation.  
Lastly, ADHD symptoms are context–specific, and developing validity indexes to capture 
feigned responses is challenging. In this study, many items lacked specificity, overlapped with 
comorbid disorders, or were worded awkwardly. Therefore, the SMEs rejected half of the 
validity index items because the items were not evaluated as capturing the construct. Thus, the 
validity indexes are an area within the research that needs significantly more work. Furthermore, 
one expert stated that using an inconsistency index to identify feigned responses with an ADHD 
population is risky because individuals with severe attention problems would be inherently prone 
to inconsistent responses. This observation is valid and using an inconsistent index should be 
reconsidered in a future study. Further, no impairment index was developed within the proposed 
scale. Despite distinct constructs, research recommends assessing the combination of symptoms 
and impairment when assessing for ADHD diagnoses. Therefore, an impairment index should be 





 This study focused on the initial development of a scale that can aid in diagnosing adult 
ADHD while detecting feigned responses. Future research should involve the continued testing 
of the preliminary scale, including the administration of the items to a development sample. One 
problem emerging from the sample included a small number of validity index items. Therefore, 
this researcher suggests that the first step in future development should concentrate on expanding 
the validity item pool as well as refining the ADHD items such as re–wording them to a sixth 
grade reading level and revising extreme wording. For example, not all the ADHD DSM-5 
criteria are represented by the scale and the EF items need modification. Then, these items could 
be presented to another group of subject matter experts. The initially rejected items could also be 
incorporated back into the groups to strengthen the rejection or determine whether these items 
need revising to be accepted.  
The SMEs could also expand to include a psychometrician. For example, the SMEs 
within the research study were ADHD experts but not experts on validity scales. Future 
development also needs to include the determination of a response format. Weng’s (2004) 
research examined the effect of the number of response categories on two reliability tests (test –
retest and internal consistency). Results indicated that less response categories resulted in lower 
internal consistency and test–retest reliability. Thus, the research discouraged rating scales from 
having less than five scale points, if not a six- or seven-point scale. 
The scale might also benefit from the inclusion of additional items that capture functional 
impairment. For example, an essential diagnostic feature of ADHD stipulates that there is clear 
evidence that symptoms interfere with one’s academic, social, or occupational functioning. One 
study examined the gaps of self-report ratings of symptoms compared to symptom-related 




(DuPaul, Reid, Anastopoulos, & Power, 2014). The researchers found that impairments were less 
accounted for than symptoms and highlighted the importance of simultaneously considering 
impairments and symptoms when assessing ADHD. Therefore, accounting for functioning 
impairment in future revisions should be considered.  
 After finalizing the item pooled items, a pilot study should ensue. This step should 
involve administering the scale to a development sample that is sufficiently large to eliminate 
subject variance because there are risks to using too few subjects. For example, the patterns of 
covariation among the items might vary too much, the correlations between items might be 
greater influenced by chance, and the development sample might not represent the population 
(DeVellis, 2012). Therefore, the sample size needs significant consideration. Miller and Lovler 
(2016) reference the use of an online resource (www.surveysystem.com/sscalc.htm) for 
calculating survey sample sizes.  
Regarding the sample population, the future study might include four groups and should 
be representative of the population. The adult participants could consist of two main groups, 
those with and without ADHD.  The ADHD group could be divided into two subgroups, a 
control group and simulator group. The latter group could be directed to the internet to learn how 
to fake ADHD or receive specific instructions while the control group could take the test 
honestly. Those without ADHD could also be divided like the ADHD group. Half of the non – 
ADHD simulator group could take the test without any commands while the other half of the 
group could be taught to simulate ADHD. Moreover, those individuals with ADHD diagnoses 
would need to be verified and not based on self-report.  
 The next step in a future study should entail a psychometric evaluation of the test items 




responses to the scale’s items and is intended to help make decisions about which items to retain or 
reject (Miller & Lovler, 2016). This analysis includes examining item difficulty, item 
discrimination, interitem correlations, item–total correlations, and item-criterion correlations 
(Miller & Lovler, 2016). The analysis could be conducted using the Statistical Package for the 
Social Sciences (SPSS). Factor analyses could also be used to test whether the items within the 
scale correlate or do not correlate with the constructs. For example, the ADHD items were 
developed to emulate the DSM-5; however, some arose from the extant research. It is uncertain 
whether those items developed from the extant research correlate with the ADHD constructs. 
Therefore, a confirmatory factor analysis could be used to determine how well the items fit with 
constructs. Likewise, an exploratory analysis could also be conducted to explore other 
underlying components.  
  Overall, the preliminary work completed in this study provides the foundation for a 
potential measure to assess for ADHD and detect feigned responses. However, this new survey 
tool requires additional research before it can be used for clinical use. Future direction includes 
refining the item pools and building out the test development processes by running a pilot test on 
a large sample and evaluating the items.   
Conclusion 
 This research study involved developing a survey tool to assess ADHD symptoms and 
detect feigning in adult ADHD. Eighty-eight scale items were developed through an extensive 
literature review and then presented to four subject matter experts to provide feedback on the 
proposed scale. A content validity ratio was calculated for interrater agreement and determined 
which items to reject or retain along with the researcher's expertise. This process reduced almost 




do not suggest a valid scale because substantial limitations exist. However, this effort produced 
essential elements to build a more robust scale in the future. With more rigorous statistical 
analyses, clarification of items, and understanding of how ADHD can be feigned, a scale can be 
developed to help medical providers and mental health professionals diagnose adult ADHD and 
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Appendix A: Informed Consent 
Consent to Participate in Developing a Survey Tool to assess ADHD symptoms and Detect 
Feigning in Adult ADHD 
 
Purpose, duration, procedures 
You are invited to participate in a research study. The research aims to construct a scale that aids 
in diagnosing adult ADHD while detecting feigned responses. This research could inform future 
research, education, and clinical practice. You are invited to participate in this study because you 
have been identified as an expert in adult ADHD. If you participate in this research, you will be 
asked to review the preliminary scale. This review serves multiple purposes related to 
maximizing the content validity of the scale. A working definition of the constructs will be 
provided to you before your review. You will then be asked to rate how relevant you think each 
item measures the constructs on a high, moderate, or low scale.  
 
You are also invited to comment on individual items as you see fit. For example, you are 
encouraged to evaluate the items’ clarity and conciseness. The content of the item might be 
relevant to the construct, but its wording might be problematic. This bears on item validity 
because an ambiguous or otherwise unclear item, to a greater degree than a clear item, can reflect 
factors extraneous to the latent variable. Therefore, you are asked to point out awkward or 
confusing items and suggest alternate wordings if you are so inclined.  
 
Finally, there might be items that were overlooked. Therefore, you are also invited to include 
items that might better capture the constructs. This exercise will also help maximize the content 
validity of the scale.  
 
Overall, this review can take between one and two hours of your time and depending on your 
feedback content. 
 
Participant rights   
Your participation in this research is voluntary. You have the right to decline or withdraw from 
the research at any time without consequence or penalty. 
 
Participation consequences and benefits 
Identifying ADHD is challenging, especially for professionals who are not trained in diagnosing 
adult ADHD. While many guidelines exist to help diagnose adult ADHD, diagnosis is primarily 
based on an individual’s subjective self-report and a clinical interview. A standalone measure 
was recently developed to identify individuals feigning ADHD symptomology, but the ADHD 
criteria do not go beyond the DSM-5 and the validity scale is deficient. Currently, no tool is used 
by practitioners that help with both the diagnosis of adult ADHD and the identification of 
feigned responses in adult ADHD. 
 
Failing to diagnose individuals with ADHD accurately is not only problematic for the 
psychological profession but society. Psychologists’ scientific and professional judgments affect 




harm. In the absence of accurate diagnoses, treatment is delayed resulting in downstream 
financial burdens. Accurate ADHD diagnosis is also important because it frequently concurs 
with other significant mental health disorders.  
 
You will have the opportunity to participate in a research study that aims to build a robust adult 
ADHD rating scale that helps diagnose adult ADHD and to discriminate between genuine and 
feigned ADHD.  
 
Limits of confidentiality 
All information you provide for this study will be treated confidentially. All participants will be 
informed immediately in the unlikely event of a breach of confidentiality. Quotations by 
individual participants with the least amount of corresponding demographic information needed 
for the purposes of the research may be included in the final report. Your signature on this form 
will be the only information identifying you as a participant in this study. 
 
Research contact information 
You have the right to review the results of the research if you wish to do so. If you would like to 
obtain a copy of the results, or if you have questions regarding the study, please contact the 
primary researcher, Michelle Babcock mbabcock@antioch.edu.   
 
This research study has been reviewed and Certified by the Institutional Review Board, Antioch 
University, Seattle. For research–related problems or questions regarding participants' rights, you 




I have read and understand the information explaining this research’s purpose and my rights and 
responsibilities as a participant. My signature below designates my consent to participate in this 
study according to the terms and conditions outlined above. 
 
Print Name of Participant: ________________________________________________  
 
 
Signature of Participant: __________________________ Date: __________________ 
 
 
Participant Phone Number: ________________________________________________ 
(You will be contacted by phone if any confidential information has been breached.) 
 







Appendix B: First Pool Items 
First Pool Items (Total = 88) 
ADHD (Total items = 53) 
Hyperactivity/Impulsivity (Total = 14); Inattention (Total = 20); Executive Functioning (Total = 19) 
Item 






















































































15 Inattention I-1 




17 Inattention I-3 
18 Inattention I-4 
19 Inattention I-5 
20 Inattention I-6 
21 Inattention I-7 
22 Inattention I-8 
23 Inattention I-9 
24 Inattention I-10 
25 Inattention I-11 
26 Inattention I-12 
27 Inattention I-13 
28 Inattention I-14 
29 Inattention I-15 
30 Inattention I-16 
31 Inattention I-17 
32 Inattention I-18 
33 Inattention I-19 















































































   
Validity (Total items=35) 
Inconsistent Responding Items (Total = 10); Infrequent Items (Total = 15); Negative Impression (Total = 10) 
Item 


























































































































































































Appendix C: Inter-Rater Agreement 
ADHD (Total items=53) 
Hyperactivity/Impulsivity (Total = 14); Inattention (Total = 20); Executive Functioning (Total = 19) 
Item 












1 1 1 1 1 
2 Inattention I-3 1 1 1 1 1 








1 1 1 1 1 
6 Inattention I-14 1 1 1 1 1 
7 Inattention I-18 1 1 1 1 1 
8 Inattention I-16 3 1 2 1 0 




3 2 1 1 0 
11 Inattention I-7 2 1 2 1 0 




3 1 1 2 0 
14 Inattention I-20 3 1 2 1 0 




3 2 1 2 -0.5 








2 3 2 2 -1 








ADHD (Total items=53) 
Hyperactivity/Impulsivity (Total = 14); Inattention (Total = 20); Executive Functioning (Total = 19) 
Item 










































































ADHD (Total items=53) 
Hyperactivity/Impulsivity (Total = 14); Inattention (Total = 20); Executive Functioning (Total = 19) 
Item 


























































































ADHD (Total items=53) 
Hyperactivity/Impulsivity (Total = 14); Inattention (Total = 20); Executive Functioning (Total = 19) 
Item 
























2 3 3 3 -1 
 
Validity (Total items=35) 
 
Inconsistent Responding Items (Total = 10); Infrequent Items (Total = 15); Negative Impression (Total = 10) 
Item 









  Infrequent             
1 H/I IR-1 1 1 1 1 1 
2 I 
IR-2 
1 1 1 1 1 
3 H/I IR-3 1 2 1 1 0.5 
4 I IR-4 1 2 1 1 0.5 
5 I IR-5 1 1 1 2 0.5 
6 H/I IR-6 2 1 1 1 0.5 
7 H/I 
IR-8 
1 2 1 1 0.5 
8 H/I IR-7 1 3 2 1 0 
9 I IR-9 2 2 1 1 0 
10 I IR-10 2 2 2 1 -0.5 




(IS)            
11   IS-3 1 1 1 1 1 
12   IS-2 1 1 2 1 0.5 
13   IS-1 1 1 2 2 0 




Validity (Total items=35) 
 
Inconsistent Responding Items (Total = 10); Infrequent Items (Total = 15); Negative Impression (Total = 10) 
15   
IS-11 
1 1 2 3 0 
16   IS-6 1 2 2 3 -0.5 
17   IS-8 3 1 2 3 -0.5 
18   IS-9 2 1 2 3 -0.5 
19   IS-12 3 1 3 3 -0.5 
20   IS-13 1 3 2 2 -0.5 
21   
IS-14 
1 2 2 3 -0.5 
22   IS-15 1 3 3 2 -0.5 
23   
IS-5 
3 2 3 3 -1 
24   
IS-7 
3 2 2 3 -1 
25   IS-10 3 2 3 3 -1 




Scale       
26  
NI-9 
1 1 1 3 0.5 
27   NI-10 1 3 1 1 0.5 
28   NI-1 1 1 2 2 0 
29   NI-5 1 2 1 2 0 
30   NI-2 1 3 2 2 -0.5 
31   NI-3 1 3 3 2 -0.5 
32   NI-4 1 2 2 3 -0.5 
33   NI-6 3 1 3 3 -0.5 
34   NI-7 2 1 2 3 -0.5 







Appendix D: Final Pool Items 
Second Pool Items (Total= 48) 
ADHD (Total items=28) 
Inattention (Total = 9); Hyperactivity and/or Impulsivity (Total = 8); Executive Functioning (Total = 
11) 
Item 
No. Construct ADHD Items 
1 Inattention I-6  
2 Inattention I-2 
3 Inattention I-5 
4 Inattention I-3 
5 Inattention I-14 
6 Inattention I-11 
7 Inattention I-18 
8 Inattention I-13 

























18 Executive Functioning EF-1 
19 Executive Functioning EF-3 
20 Executive Functioning EF-18 
21 Executive Functioning EF-16 
22 Executive Functioning EF-13 
23 Executive Functioning EF-17 




25 Executive Functioning EF-9 
26 Executive Functioning EF-2 
27 Executive Functioning EF-15 




Validity Items (Total = 20) 
Inconsistent Responding (Total = 10); Infrequent symptoms (Total = 5); Negative Impression (Total = 
5) 
Item 
No. Construct Validity Items 
  
Inconsistent 
Responding Index (IR)   
1  IR-1 
2  IR-2 
3  IR-3 
4  IR-4 
5  IR-5 
6  IR-6 
7  IR-8 
8  IR-7 
9  IR-9 
10  IR-10 




1   IS-3 
2   IS-11 
3   NI-9 
4   NI-1 
5   NI-5 
  
Negative Impression 
Scale (NI)   
1   NI-10 
2   IS-2 
3   IS-10 
4   IS-4 
5   NI-7 
 
